Trans-carotid Endovascular Repair of an Infected Pseudoaneurysm  by Chaubey, S. et al.
EJVES Extra 2, 82–83 (2001)
doi:10.1053/ejvx.2001.0090, available online at http://www.idealibrary.com on
SHORT REPORT
Trans-carotid Endovascular Repair of an Infected Pseudoaneurysm
S. Chaubey, G. Fishwick, M. Thompson and P. Bell
Department of Vascular Surgery, Leicester Royal Infirmary, Leicester, UK
dication performed in 1989. This occluded because ofIntroduction
progression of disease and an axillo-bifemoral graft
was performed which also eventually occluded. Wor-An endovascular approach has been used to manage
pseudoaneurysms in the past.1,2 The case described sening rest pain resulted in a lower thoracic aorto-
here highlights the problems faced with an infected bifemoral graft being carried out in 1993. The right
limb of this blocked and a crossover graft was inserted.pseudoaneurysm and describes a method of removal
A left leg femoro-popliteal graft followed by a femoro-of the infected graft in a high-risk patient.
anterior tibial graft were later necessary. Continued
deterioration eventually culminated in bilateral above
knee amputations in 2000.Report
A discharging sinus in the left iliac fossa was in-
vestigated with CT in June 2000. This showed anThe patient was a 67-year-old obese diabetic smoker
abscess around the occluded thoracic aorto-bifemoralwho had a high aorto-bifemoral graft for severe clau-
Fig. 1. Gas containing abscess. Pus tracking down left flank to groin (arrow). Abscess extended 7 cm proximal to coeliac axis.
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Result
The patient was discharged on the 6th postoperative
day on appropriate antibiotic therapy. At follow-up
he felt much better and his pyrexia had settled. One
month later he again developed an abscess in his left
flank, which was incised and drained. The patient
developed bleeding from this wound. With no active
intervention deemed beneficial the patient was man-
aged with antibiotics and blood transfusions when
necessary. At discharge the patient was apyrexial and
haemodynamicaly stable. Regrettably he had a fatal
haemorrhage while at home.
Discussion
An endovascualr approach to infected arterial ana-
stomoses is appealing, particularly in high-risk patients.6
In this case the use of a thoraco-abdominal incision with
suprarenal clamping would certainly have been very
difficult and probably fatal as opposed to what was a
relatively straightforward endoluminal procedure.
Endovascular stenting was successful in arresting the
Fig. 2. Aortogram pre- and post-stent deployment. haemorrhage in an emergency. Our impression is that
the endovascular approach lends itself well to the man-
agement of bleeding from a pseudoaneurysm especially
in a high-risk patient. It will become increasingly neces-
graft with a pseudoaneurysm at the proximal ana- sary to have access to off-the-shelf devices for emergencystomosis (Fig. 1). The patient was hospitalised with procedures. The Gortex device is available within 24 hMRSA infection causing recurrent bouts of pyrexia.
and almost fulfils this requirement.3Being high-risk meant that endovascular repair with
However, though the abscess track was washed,blind avulsion of the graft offered the only hope of a
proper debridement of the infected area was not pos-cure. The patient agreed, notwithstanding the risk
sible. Graft deployment in an infected environment wasinvolved. While awaiting surgery in hospital severe
therefore unavoidable. Despite the reported success ofbleeding occurred and a semi-urgent operation was
conservative treatment4 of such cases, or in situ re-performed on 9th July 2000.
placement as an alternative,5 we feel that debridement
is necessary in the management of such infected grafts
to reduce the risk of re-infection in the longer term as
the subsequent progress of our patient demonstrated.
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